Over the last few decades, numerous studies showing improved short-term survival rates in critically ill patients with solid tumors or hematological malignancies have put an end to the long-accepted practice of routinely refusing admission of cancer patients to the intensive care unit (ICU) [1] [2] [3] . Survival gains were demonstrated in patients with a variety of characteristics including neutropenia [4] , severe sepsis [5, 6] , acute kidney injury [7] , prolonged ICU admission [8] and recent chemotherapy [9] , as well as in specific subgroups of patients believed to have very low chances of survival, such as patients with lung cancer [10, 11] . These studies highlighted not only the beneficial impact of advances in critical care and in hematology and oncology, but also the inadequacy of our triage criteria [12] . Furthermore, they have established that a crucial goal is the early management (and even prevention) of organ dysfunction [13, 14] .
The decision to admit a patient with cancer to the ICU is multifaceted. Close collaboration among the intensivists and the hematologists and oncologists is essential, as several specific aspects must be discussed in detail. Of note, most of the patients referred to the ICU have active disease, which is usually newly diagnosed, suggesting preliminary triage by the oncologists and hematologists before ICU referral. Furthermore, the main reasons for ICU admission are severe acute complications related to the cancer treatments or cancer itself, indicating that patients with severe co-morbidities are considered poor candidates for ICU admission. It should be borne in mind that the ICU experience generates its own physical, functional and emotional burdens [15, 16] . In a study of non-cancer ARDS patients, survivors lost 18% of their baseline body weight during the ICU stay, experienced severe muscle weakness and fatigue, and had persistent functional disability 1 year after ICU discharge [16] . These findings are extremely relevant, as treatment decisions are substantially influenced by the clinical condition of the patient. In ICU cancer patients, poor performance status has been associated with mortality [7, 17] . Moreover, poor performance status may prevent the use of optimally aggressive chemo-and radiation therapy regimens and/or decrease the ability to achieve radical surgical resection, thereby diminishing long-term survival. In these patients subjected to multiple levels of triage, unrestricted ICU admission with full-code management has been recommended to avoid inappropriate treatment limitation related to inadequate triage decisions [1] . However, no data were available about the impact of ICU admission and management strategies on long-term survival, disease-free survival and quality of life.
In the current issue of Intensive Care Medicine, Dr. Roques and colleagues report the outcomes of 104 patients with lung cancer requiring ICU management because of medical complications [18] . In this valuable contribution to the existing literature, the encouraging short-and medium-term survival rates corroborate the results of other recent studies [10, 11] . One of the most interesting aspects of the study by Dr. Roques et al. [18] is the 6-month evaluation of ICU survivors. Survival after 6 months was 40%, and, interestingly, 68% of patients had received specific anticancer treatments after hospital discharge. Another major finding from this study is the significantly higher survival rate in patients given anticancer treatments (79%) compared to the other patients (21%). As expected, disease progression was the main determinant of death in this last patient subgroup.
The study patients were clearly selected for ICU admission, as only a minority of them had airway obstruction (10%) or cancer progression (21%). We strongly support these selection criteria [1, 10] . Moreover, Dr. Roques and co-workers were clearly aware of the recent evidence indicating improved survival in critically ill cancer patients, as they provided aggressive life support, with 53% of patients receiving ventilatory support and 41% vasoactive agents.
Dr. Roques et al. provide valuable information on ICU survivors, about which little was known until now [7, 15] . There is an urgent need for studying an array of outcomes that extends beyond ICU or hospital survival. The effects of the critical illness and its treatments on multiple domains must be evaluated in ICU survivors. In addition, the goal of ICU management is not merely to ensure survival, but, instead, to ensure survival with a health status that allows anticancer treatment. The present study makes a valuable contribution to the existing literature by establishing that intensivists are sharply focused on longterm survival. Most of the ICU survivors received anticancer treatments; the others probably received only palliative care and had a high short-term mortality rate. An earlier study found that previous chemotherapy did not adversely affect patient outcomes [9] . Moreover, starting chemotherapy in the ICU, principally in patients with high-grade malignancies, was beneficial, even in patients who had specific cancer-related organ dysfunctions or infections [19] . Nevertheless, there is no evidence to date that these benefits extend to lung-cancer patients, even those with small-cell lung carcinoma (SCLC). Although a fast response would be expected, chemotherapy in the ICU failed to improve outcomes [10] , particularly in SCLC patients with extensive disease [20] . Despite the introduction of new treatment strategies, acute respiratory failure secondary to pulmonary involvement or airway obstruction by the malignancy remains associated with very high mortality rates [10, 17, 20] .
We advocate the use, whenever possible, of a systematic comprehensive approach in future studies of cancer patients admitted to the ICU. This approach includes five steps that can be summarized by the acronym ASSESS (Table 1) : (1) triage criteria for ICU Admission by oncologists/hematologists and ICU physicians; (2) code Status implemented at ICU admission (full code, ICU trial or early treatment limitation); (3) ICU Support; and patient's Evolution; (4) short-and long-term Survival; (5) appropriate description of ICU Survivors. First, we need detailed evaluations of the ICU admission process, including data on non-ICU cancer patients with various levels of organ dysfunction who are managed on the wards. A formal evaluation of early ICU admission of cancer patients is in order. Second, we must convince our colleagues that many patients are eligible for ICU admission with a trial of full-code treatment for at least 3-5 days followed by a re-evaluation of the treatment strategy [1, 3] . Furthermore, the provision of palliative care (e.g., noninvasive ventilation) in the ICU should be carefully evaluated. Third, the ICU management strategy needs reappraisal. For instance, the lower mortality in cancer patients receiving mechanical ventilation warrants a change in policies about withholding intubation or prolonging noninvasive ventilation in hypoxemic patients [21] . Moreover, studies on the incidence, nature and outcome of organ failures and residual organ dysfunction are necessary. Fourth, in addition to ICU and hospital survival, long-term outcomes (up to 1 year) must be routinely assessed. Finally, in ICU survivors, we must evaluate qualitative indicators such as the ability to undergo chemotherapy, disease-free survival, functional status, quality of life and post-ICU burden (e.g., stress- related disorders, anxiety and depression). The findings from the study by Dr. Roques and colleagues show that the main goal of ICU management of cancer patients is to improve long-term survival. In non-admitted patients and in patients whose post-ICU health status precludes anticancer therapy, palliative care seeks to achieve the valuable goal of improving the quality of the dying process.
